
   ENTRY FORM – MOST OUTSTANDING HOSPITAL AWARD 

MOST OUTSTANDING HOSPITAL – ENTRY FORM 
Name of Member Hospital (include complete address and contact number): 

Name of Medical Director, or equivalent: 

Chapter: 

Regional Council: 

Government/Private (select one) [ ] Government [ ] Private 
Classification (select one) [ ] Infirmary [ ] Level 1 [ ] Level 2 [ ] Level 3 

Member of good standing 
 

IMPORTANT NOTE: Please attach documents/pictures to support your entry 

I hereby certify to the best of my knowledge that the above 
information given are true and correct. 

________________________________________ ________________________________ 
 SIGNATURE OVER PRINTED NAME   DATE 

Please submit to your respective CHAPTER PRESIDENT 

PHA
Cross-Out


